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ARTICLE INFO ABSTRACT

Keywords: Black ethnicity is associated with increased risk for psychosis in South London. This study explored the dis-
Ethnic minority tribution of ethnicity among services users at ultra high risk for psychosis (UHR) and examined the influence of
Psychosis ethnicity on service access, treatment uptake and incidence of psychosis. The ethnic distribution of 228 people at

Early intervention
Ultra High Risk
Transition

UHR for psychosis, seen in an early detection clinical service over 10 years, was compared with 146 people with
first episode psychosis from the same geographic region and census figures for the local population. Black service
users were significantly over-represented in the UHR group compared to the background population (34% vs
21%; p < 0.05); but less so than in the first episode sample (58% vs 19%; p < 0.05). Within the UHR sample,
there was no strong evidence of differences between ethnic groups in the types of treatment provided, nor in the
rate of transition to psychosis over 2 years. The absence of differences between ethnic groups in rates of tran-
sition to psychosis raises the possibility that access to mental health care at the high risk stage might have
reduced the influence of ethnicity on the incidence of psychosis in this sample. This would need to be replicated
in a larger sample.

1. Introduction within psychosis services is widely recognised, how to improve path-

ways to care is less clear (Moffat et al., 2009). The impact of stigma

Higher rates of psychosis spectrum disorders have been reported
among migrant populations in European countries (Cantor-Graae and
Selten, 2005a; Hjern et al., 2004a; Leao et al., 2006) and in black
Caribbean (Tortelli et al., 2015) and black African populations living in
England (Kirkbride et al., 2012; Kirkbride et al., 2017) compared with
host populations (Fearon et al., 2006; Harrison et al., 1997). For black
service users in the UK, the pathway to mental health care is more likely
to include contact with the police, referral from the criminal justice
system (Ghali et al., 2013; Health Care Commission, 2006; Morgan
et al., 2005b), a low level of general practitioner involvement
(Anderson et al., 2014; Morgan et al., 2005b), a greater use of com-
pulsory admission (Davies et al., 1996; Gajwani et al., 2016; Harrison
et al.,, 1989; Morgan et al., 2005a; Rwegellera, 1980), and a longer
duration of hospital admission (Commission for Healthcare Audit and
Inspection, 2007). Whilst the overrepresentation of black service users

towards mental illness and mental health services as a barrier to ac-
cessing mental health care in black communities and how to address
this is of growing interest (Henderson et al., 2012). It has also been
identified that relative to white service users, service users from ethnic
minorities were less likely to be offered a range of evidence-bases
treatments for psychosis including pharmacological and psychological
interventions, as well as involvement in care planning (Das-
Munshi et al., 2018). Consequently, improving access to early detection
services that are well integrated into the community, increased in-
volvement of primary care, and equal access to psychological treatment
were among the recommended changes to improve the mental health
services and outcomes for black communities in the UK
(Sainsbury Centre for Mental Health, 2002).

Outreach and Support in South London (OASIS) is a clinical service
for young people at ultra high risk (UHR) of developing a first episode
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of psychosis in South London. The local population in this area has both
a high incidence of psychosis and a high proportion of people from
ethnic minorities, particularly black service users, in whom the risk of
psychosis may be up to 5 times higher than in the white population
(Fearon et al., 2006; Tortelli et al., 2015). OASIS aims to facilitate early
access to mental health care through an open referral system, active
outreach and service promotion work including training for general
practitioners and liaising with voluntary services, a prompt response
time to referrals, location in an environment intended to be non-stig-
matising, and provision of case management, medical and psycholo-
gical treatments (Broome et al., 2005; Fusar-Poli et al., 2013).

The study aimed to examine whether black service users were over-
represented in those at UHR for psychosis engaged in a specialist early
detection service in South London, similar to what has been described
among samples of people with established psychosis. The study ex-
amined the influence of ethnicity on pathways into the service, provi-
sion and uptake of treatment, and subsequent transition to psychosis.

We sought to explore the following:

1 Are black service users over-represented among people at UHR for
psychosis similarly to people with a first episode of psychosis,
compared to the local background population?

2 When offered treatment, do people from black and minority ethnic
groups at UHR engage in the same way as white British service
users?

3 Are there differences in the rates of transition to psychosis over a
two year period among the different ethnic groups?

2. Methods
2.1. Recruitment of individuals at UHR

The OASIS team covers a wide urban area in South London (Fusar-
Poli et al., 2013). It is fully integrated into the first episode services in
the local area (Southwark, Lambeth, Croydon and Lewisham). To en-
courage referrals to the service, OASIS engages in community education
and promotion programmes, which aim to educate a wide audience
about the at risk mental state for psychosis and how to refer to the
service. This has included engaging with a range of community orga-
nisations for example, schools and colleges, GPs, religious organisa-
tions, accident and emergency clinicians, job centre employees, and the
police. OASIS accepts referrals from any source, including self-referrals.
After referral to the service, people are contacted and offered an as-
sessment with the team. If they agree, they are administered the
Comprehensive Assessment of At Risk Mental State (CAARMS)
(Yung et al., 2005). All people meeting criteria for an at risk mental
state on the CAARMS are accepted by the team and offered interven-
tion. Individuals at UHR for psychosis, accepted into the Outreach and
Support in South London (OASIS) service between 2001 and 2010, were
included here. OASIS offers intervention and support for up to two
years, to people aged 14 to 35 years at UHR including practical and
social support and information about their symptoms, cognitive beha-
viour therapy (CBT) by trained therapists as a first line treatment in
accordance with National Institute for Health and Care Excellence
(NICE) guideline recommendations (National Institute of Health and
Care Excellence, 2014), medication where appropriate and regular
medical review. For ethical reasons, and in line with common practice
in UHR services, only help seeking individual are included
(Corcoran, 2016).

The study received ethical approval by the ethical committee of the
South London and Maudsley NHS Foundation Trust (study approval
number 195/02).
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2.2. Groups

2.2.1. UHR group

UHR was defined according to PACE criteria (Yung et al., 1998) as
assessed using the Comprehensive Assessment of At Risk Mental State
(CAARMS) (Yung et al., 2005), which has excellent validity and relia-
bility (Yung et al., 2005). The onset of psychosis in the OASIS group was
defined prospectively, using the criteria for transition to psychosis in
the CAARMS (Yung et al., 2005). A first-episode diagnosis of psychosis
was made by a member of the clinical team and confirmed by the team
psychiatrist using CAARMS criteria. The diagnosis of first-episode
psychosis was confirmed by accessing the electronic clinical records of
each patient after their transfer from OASIS to a local first-episode
team. All people meeting criteria for UHR who presented to OASIS
between June 2001 and April 2010 were included (N = 228).

2.2.2. First episode group

Ethnicity data on 146 people with a first episode of psychosis (FEP)
were included, none of whom had ever been engaged with the OASIS
team. The FEP sample comprised all patients presenting to local mental
health services between June 2003 and August 2005 for the first time
with a FEP who were referred to the Lambeth Early Onset Crisis and
Assessment Team (LEO-CAT) (Craig et al., 2004; Power et al., 2007), an
early intervention team for people with a FEP in Lambeth, South
London. The original sample included 150 people with FEP and formed
the basis of an evaluation of the impact of GP training about FEP on
number and speed of referrals to the early intervention services
(Craig et al., 2004). To maximise comparability to the OASIS sample,
we have included only those aged 16-34 years (146) who had not at-
tended OASIS prior to the diagnosis of FEP (3 of the sample of 150 had
been referred by OASIS, one was aged 35). FEP was also diagnosed
using the CAARMS (Yung et al., 2005).

2.2.3. Local population
The ethnic distribution of the local population was taken from the
2011 Census (http://www.ons.gov.uk/census/2011census).

2.2.4. Comparison across the UHR, FEP and general population data

The UHR group were aged between 14 and 34 years, while the FEP
group were aged between 16 and 35 years. To maximise comparability
of the samples for the analysis comparing the UHR, FEP and general
population data, only those aged 16 to 34 years were included. Only
people from the London Boroughs of Southwark and Lambeth were
included in the analysis comparing the UHR group to the general po-
pulation as they formed 96% of the sample and these Boroughs have
similar demographics. When comparing the FEP to the background
population, only data for Lambeth were included because the FEP
sample was exclusively from this region. To examine hypotheses two
and three regarding ethnic differences in treatment and transition to
FEP, the total OASIS sample (N = 228) was included in the analyses.
The UHR group was identified between June 2001 and April 2010, the
FEP sample was identified between June 2003 and August 2005. The
general population data used for comparison was from the 2011 UK
Census.

2.3. Assessment measures

The CAARMS was used to identify co-morbid psychopathology
(Yung et al.,, 2005). The Global Assessment of Function (GAF)
(Endicott et al., 1976b) was used as a measure of social functioning at
assessment.

2.4. Definition of ethnicity

Ethnicity in both the UHR and FEP samples was self-ascribed ac-
cording to the South London and Maudsley NHS Trust ethnicity codes.


http://www.ons.gov.uk/census/2011census
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The following descriptions were presented to people to endorse: White
British, White Irish, White European, Other White; Black or Black
British, Black African, African Caribbean; Asian, Asian British, Indian,
Pakistani, Bangladeshi, East African Asian, and other South Asian;
Mixed ethnicity (any mixed race); Other ethnicities: Chinese and other
East and Southeast Asian. In view of the relatively small sample sizes,
ethnicity was recoded to form four broad categories of ethnicity: Black
(including Black African, Black Caribbean, and Black British), White
British, White Other (including White Irish, White European, and all
other white), and Other (including those with mixed ethnicity, Asian,
and middle eastern backgrounds). To examine the rate of transition to
psychosis in the UHR group according to ethnicity, two definitions of
ethnicity were analysed separately; the narrow four category definition
of ethnicity (Black, White British, White Other, and Other) and an ex-
tended seven category definition of ethnicity (Black British, Black
African, Black Caribbean, White British, White Other, Mixed, and
Other), which could offer insight into any differences in rates of tran-
sition in different black ethnic groups.

2.5. Transition to psychosis

The UHR group received 2 years of support from the OASIS service.
All people were offered case management, psychological therapy,
medication consultation and medication if required, and monitoring of
their mental health over a two-year period from the date of referral to
the service. During this two-year period, OASIS had close contact with
GPs and other agencies involved in the person's care. Approximately
12% of patients disengage from the service (Fusar-Poli et al., 2013). For
those who were no longer in contact with the service at the end of the
two-year follow-up period, electronic patient records are examined for
evidence of transition to psychosis. We recently carried out a follow-up
study (Brandizzi et al., 2015) (median length of follow-up 4 years) and
we were able to find information regarding current diagnosis and cur-
rent use of services for all service users, including those who made a
transition after disengaging with OASIS or after moving outside of the
catchment area of the service.

2.6. Demographic variables

Differences between ethnicity categories on the following demo-
graphic variables were examined in the UHR sample; age in whole years
at the date of referral to the service, gender (male or female), marital
status (single,or married/ co-habiting), country of birth (UK or other),
and employment status (student, in employment, or unemployed).

2.7. Clinical variables

All people in the UHR group were offered up to 24 sessions of
cognitive behaviour therapy (CBT) based on the protocol of French and
Morrison (2004), delivered by trained clinical psychologists. Second
generation antipsychotics and antidepressant medications were pre-
scribed according to medical judgement and person preference. Dif-
ferences between ethnic groups in the UHR sample on clinical variables
were examined including prescription of medication (yes or no), whe-
ther the client agreed to cognitive behaviour therapy (CBT; yes or no),
and number of CBT session attended. Difference in the source of re-
ferrals, whether from primary (for example general practitioner (GP),
counsellors or psychological therapists in GP practice or school, self-
referral, referral by a relative) or secondary care (for example from an
adult or child community mental health team, first episode service,
inpatient unit, accident and emergency clinic) was examined by eth-
nicity. Differences between ethnic groups in UHR symptoms, identified
by the CAARMS assessment, was examined. The UHR symptoms were
categorised as attenuated symptoms, brief limited intermittent psy-
chosis, or a mixture of the two). Differences between ethnic groups on
the Global Assessment of Functioning Scale (Endicott et al., 1976a)
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were also examined.
2.8. Statistical analyses

When examining differences between ethnic groups on continuous
variables, one-way analyses of variance were used. The Kruskal-Wallis
non-parametric test was used to examine differences on clinical mea-
sures that were not normally distributed or where the sample size was
relatively small. Chi-square tests were used for categorical data. Data
from the 2011 censuses were used and close age matching to the UHR
group was possible (14-35 years). In order to examine if ethnicity was
associated with transition to psychosis, Cox proportional hazards re-
gression was used to estimate the hazard ratio associated with risk of
transition in the different ethnicity categories after checking for pro-
portional hazards assumptions (Grambsch and Therneau, 1994). The
date of entry to the model was the date of referral to the OASIS service
and the date of exit was the date of referral plus two years. Data were
censored on the date of transition to psychosis or date they were lost to
follow-up through emigration or leaving the catchment area, where
known. Age and gender were controlled in the models.

3. Results
3.1. Ethnicity

The ethnic composition of the UHR group and the comparable
Southwark and Lambeth general population data (Census 2011) are
presented in Table 1 along with the FEP sample (based in Lambeth),
and the comparable Lambeth general population data (Census 2011).

There was evidence of a difference in the distribution of ethnicity
between the UHR sample the background population (x> = 31, df = 33,
p < 0.001) with an increase of Black ethnicity and a reduction of White
Other and Other ethnicities in the UHR group compared to the census
data (Table 1). Compared with the ethnic distribution of the first epi-
sode sample, there were fewer people with Black ethnicity and more
with White British ethnicity in the UHR group (x* = 27.63, df = 3,
p < 0.001). There were fewer people with White British ethnicity, more
with Black ethnicity and fewer people with White Other ethnicity in the
first episode sample compared to the background population
(x* =135, df = 3, p < 0.001).

3.2. Ethnicity and demographics of the UHR

The demographic characteristics of the UHR sample are presented in
Table 2 by ethnic group. There were no large differences between the
different ethnic groups in terms of age, gender, marital status, or em-
ployment. There was a trend (p = 0.09) to suggest that there were more
males in the White British group (64%) and the Other group (62%),
compared to the Black (47%) and White Other (46%) groups. As ex-
pected, those of black and other ethnicities were more likely to have
been born outside the UK than the White British sample.

3.3. Ethnicity and clinical features of the UHR

The uptake of treatment was as follows: of the 228 with an UHR: 29
declined any intervention (14% Black (n = 11), 11% White British
(n = 10), 14% White Other (n = 4), 12.5% Other (n = 4); ()(2 = 0.48,
df = 3, p = 0.96), 4 were referred to another service (4% White Other),
2 were referred back to the referrer with advice (2.5% Black (n = 1)
and 2% White (n = 1). A further 15 agreed to be monitored without
engaging in active treatments (12% Black (n = 9), 2% White British
(n = 2), 4% White Other (n = 1), 9% Other (n = 3); (Xz =6.93,df = 3,
p = 0.07).

There were no differences between the different ethnic groups in
terms of the source of referral, either from primary or secondary care
(Table 3), the category of UHR (attenuated symptoms, brief limited
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Table 1

Ethnic distribution of the UHR, first episode and background population; 16-34 years.

FEP vs Census 2011 (Lambeth)

Lambeth Borough

UHR vs FEP Absolute difference

FEP Frequency (%)

N

UHR vs Census 2011 Absolute
difference in proportions (95%

confidence Intervals)®

Southwark and Lambeth

UHR Frequency (%)

Ethnicity

Absolute difference in proportions
(95% confidence Intervals)l’

ethnicity Census 2011 (%)

N

in proportions (95% confidence
Intervals)”

146

Census 2011 (%)® N = 225,

945

207 Southwark and

N=
Lambeth

117, 945

—26% (—31.54, —19.51)
39% (30.51, 46.55)

49, 493 (42)
22, 416 (19)
25, 693 (22)
20,343 (17)

—23% (—32.15, —14.20)
23% (12.93, 33.54)

24 (16)
84 (58)
16 (11)
22 (15)

0% (—6.68, 6.65)

14% (7.94, 20.88)

89, 545 (40)
44, 942 (21)

White British 82 (40)

Black

71 (34)
26 (13)
28 (13)

—-11% (—15.90, —5.75)
—2% (—7.99, 3.63)

—2% (—5.18, 8.39)
2% (—5.90, 8.98)

—8% (—12.50, —3.46)
—-7% (—-11.07, —1.75)

46, 411 (21)
45, 047 (20)

White Other
Other

2 Percentages rounded to remove decimal places.

> Absolute difference in the proportions (%) of each ethnic group between the samples with 95% confidence intervals ().
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intermittent psychosis, or both), or in global assessment of functioning
at baseline. Interestingly, there was a trend (p = 0.09) to suggest that
antipsychotic medication was more often prescribed to White British
people (32%) compared to the other ethnic categories (Black (18%),
White Other (18%), Other (16%)). There was also a tendency for an-
tidepressant medication (p = 0.06) to be prescribed more often to those
in the White British (23%) and White Other (36%) groups compared to
the Black group (13%) or the Other group (16%). Engagement in CBT
was defined as attending 5 or more sessions compared to fewer than
five sessions (Jolley et al., 2015). According to this classification there
were no differences between the ethnic groups in engagement with
CBT. There was no difference between the ethnic groups in terms of
whether at least one of the active treatments (medical or psychological)
was accepted (x? = 5.08, df = 3, p = 0.16).

A Kruskall-Wallis non-parametric test revealed a difference between
the ethnicity groups in terms of the number of CBT sessions attended
(x? = 8.83, df = 3, p = 0.03). Mann Whitney U post hoc tests revealed
some evidence that the White British group attended more CBT sessions
than those in the Black (z = —2.20, p = 0.03) and Other (z = —2.41,
p = 0.02) ethnic groups and a trend towards more than the White Other
group (z = —1.93, p = 0.054).

3.4. Transition rate to psychosis and ethnicity

In total, 33 people made a transition to psychosis within two years
of referral to OASIS (23% Black (n = 15), 18% White British (n = 13),
11% White Other (n = 3), and 19% Other (n = 2). There was no strong
evidence of a difference between the ethnicity groups in rates of tran-
sition to psychosis over the two year period using either the narrow or
broad categories of ethnicity (Table 4). Although there was a trend to
indicate that those who self-identified as Black African were at highest
risk of transitioning to psychosis, however this was not significant
(Hazards Ratio (HR) 2.44, 95% CI 0.96-6.24). The survival function at 2
years is shown in Fig. 1 for the narrow definition of ethnicity and in
Fig. 2 for the broad definition.

4. Discussion
4.1. Methodological considerations

4.1.1. Limitations

Although the sample was catchment area based, we do not know
how many people in the general population would fulfil the CAARMS
criteria, and the possibility of selection bias cannot therefore be dis-
missed. Because OASIS is restricted to people who are help seeking, it is
possible that the characteristics of those who attend (both in terms of
demography and illness factors) are different from those who develop a
first episode of psychosis without prior contact with mental health
services (Valmaggia et al., 2015).

In terms of the definition of ethnicity, the category ‘Other’ is a re-
sidual category comprised of individuals from disparate minority cul-
tures and those with mixed ethnicity and therefore, the findings in this
category are difficult to interpret in any meaningful way.

In this study, the accuracy of the comparison to the general popu-
lation figures is dependent on the accuracy of the estimates of the de-
nominator from the UK 2011 Census. Although the Census acknowledge
difficulties in gathering information from certain groups of people, in-
cluding those who live in densely populated urban areas(Office for
National Statistics, 2015), a differential bias would need to have been in
operation for fewer black people to be identified in the census than
lived in the area. The UK 2011 Census included corrections for the
possible under-enumeration of particular groups to tackle this problem.

The sample size was relatively small so the power to detect re-
lationships between ethnicity and clinical treatment and outcome
variables was limited. Therefore, the findings must be interpreted with
caution.
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Table 2
Demographics by ethnicity in the UHR group.

Black® White British” White Other® Other! Statistical test results
N=77 N=091 N=28 N =32
Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Age 23.15 (4.84) 22.5 (4.3) 24.9 (5.0) 23.2 (4.6) F=1.84, df = 3,224, p = 0.14
N (%) N (%) N (%) N (%)

Gender

Male 36 (47) 58 (64) 13 (46) 20 (62) X2 = 6.45, df = 3, p = 0.09

Female 41 (53.2) 33 (36) 15 (54) 12 (38)

Marital Status

Single 62 (82) 72 (80) 22 (79) 28 (87) %2 =1.05, df = 3, p = 0.79

Not Single 14 (18) 18 (20) 6 (21) 4 (13)

Country of birth

UK 53 (69) 91 (100) 12 (43) 21 (66) X2 =51.8, df = 3, p < 0.001

Non-UK 24 (31) 0 (0) 16 (57) 11 (449)

Employment status

Student 16 (21) 25 (28) 6 (21) 13 (41) X2 =6.3,df =6,p =0.39

Employed 23 (30) 25 (28) 11 (39) 9 (28)

Unemployed 37 (49) 40 (44) 11 (39) 10 (31)

2 Black British, Black African, Black Carribean.

> White British.

¢ White Other.

4 Asian Oriental, Asian Indian, Middle-East Arab, Mixed.

Table 3
Ethnic groups compared on clinical variables in the UHR sample.
Black White British White Other Other Test statistic®
N=77 N=091 N=28 N =32
Assessment phase N (%) N (%) N (%) N (%) Chi-Square
Source of referral
Primary Care 32 (42) 36 (40) 10 (36) 15 (47) x?=0.86, df = 3,
Secondary Care 45 (58) 55 (60) 18 (64) 17 (53) p=0.83
Category of UHR
Attenuated symptoms 62 (81) 73 (80) 24 (86) 28 (88) Xz =1.33,df =6,
BLIP 8 (10) 10 11) 2(7) 2(6) p=0.97
Mixed AS, Blip 7 (9) 8(9) 2(7) 2(6)
Clinical measures Median (25th, 75th Median (25th, 75th Median (25th, 75th Median (25th, 75th Kruskal-Wallis One-way
Percentile) Percentile) Percentile) Percentile) ANOVA?
Global Assessment of Functioning (GAF; 60 (53, 65) 55 (50, 65) 60 (51, 65) 60 (50, 61)

n = 205) N =65 N =284 N =26 N =30 X2=1.34,df=3,p=0.72
Intervention Phase N (%) N (%) N (%) N (%) Chi-square
Antipsychotics prescribed (n = 228)

Yes 14 (18) 29 (32) 5(18) 5 (16) x? = 6.40, df = 3,
No 63 (82) 62 (68) 23 (82) 27 (84) p = 0.09
Antidepressants prescribed (n = 228)

Yes 10 (13) 21 (23) 10 (36) 5 (16) x? =7.56, df = 3,
No 67 (87) 70 (77) 18 (64) 27 (84) p = 0.06
Cognitive Behavioural Therapy (CBT 5 or

more sessions; n = 159)¢
Yes 39 (87) 60 (90) 19 (79) 21 (91) Xz =2.10, df = 3,
No 6 (13) 7 (10) 5(21) 209 p =0.55
Number of CBT session (n = 159)¢ N =45 N =67 N=24 N=23
Mean (SD) 16.5 (14.6) 20 (11.0) 15 (8.0) 14 (7.6) Xz =8.83,df = 3,
Median (25th percentile, 75th percentile) 14 (6, 24) 20 (12, 27) 15.5 (7, 22) 13 (7, 21) p= 0.03¢
At least one active intervention

(antipsychotic, antidepressant, or CBT;

n = 228)

Yes 51 (66) 71 (78) 20 (71) 27 (84) x? =5.08, df = 3,
No 26 (34) 20 (22) 8 (29) 5 (16) p=0.16
Outcome N (%) N (%) N (%) N (%)

Transition to Psychosis in the total time

period
Yes (n = 43) 18 (23) 16 (18) 31D 6 (19) Xz =3.67, df = 3,
No (n = 185) 59 (77) 75 (82) 25 (89) 26 (81) p= 0.30°

2 Analysis based on the valid number of cases.

> Kaplan Meier Log Rank test based on transition at 2 years (n = 33).

¢ Information on number of CBT sessions was unreliable for 24 people referred in the early years of the project, prior to the current electronic patient record system
which tracks therapy activity; a further 45 people did not engage in CBT therapy.

4 Mann Whitney U post hoc tests revealed that the White British group engaged in significantly more sessions than the Black (z = —2.20, p = 0.03) and Other
group (z = —2.41, p = 0.02) with a trend to more than the white other group (z = —1.93, p = 0.054).
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Table 4
Cox Proportional Hazard model for the association between ethnicity and 2
year transition to psychosis in those at UHR.

Ethnic Group Model 1*¢ Ethnic Group Model 2"¢
(Narrow) (Broad)
Hazard Ratio Hazard Ratio (95%
(95% CI) Ch

White British Reference (1) White British Reference (1)

N=91 N=091
Black 1.38 (0.65-2.93) Black British 1.24 (0.49-3.11)
N=77 N =40
White Other 0.70 (0.19-2.50) Black African 2.44 (0.96-6.24)
N=28 N=22
Other 0.40 (0.10-1.78) Black 0.42 (0.05-3.28)
Caribbean
N =32 N=15
White Other 0.70 (0.20-2.52)
N =28
Mixed 0.38 (0.05-2.89)
N=15
Other 0.43 (0.06-3.31)
N=17

2 2 log likelihood ratio 349.27 (x2 = 3.82,df =5, p = 0.57).

b 2 log likelihood ratio 345.14 (x2 = 9.39, df = 8, p = 0.31).

¢ The model was adjusted for gender and age, neither of which, was a sig-
nificant factor in the model.

It is possible that the results on transition to FEP could have been
biased by differential case ascertainment according to exposure status.
Since the BME group was more likely to also be a migrant (non-UK
born) group, they might have been more likely to have left the UK to
return home to continue care or be closer to family after engagement in
OASIS. Therefore, the equal rates of transition observed may have
masked a greater rate of transition in the BME groups. This could have
led to a failure to detect transition to FEP in the BME group at a greater
rate than in the white British group. However, in a recent study
(Brandizzi et al., 2015) a 100% follow-up rate was achieved in a sample
of OASIS clients followed up over 4 years even for those who had dis-
engaged early from the service.
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4.1.2. Strengths

Our study has a number of strengths. The high risk sample is unique
in that there are no other such samples in South London and this is the
first study to examine in detail, ethnic differences at this early stage of
illness. We used two comparison groups with similar age distribution to
the UHR group, both of which came from the local geographical area.
The study was conducted in a naturalistic setting, and the samples were
catchment area based. Referrals to the OASIS team were made through
an open referral system, making it inclusive and accessible to all.

4.2. Principal findings

In support of our first hypothesis, there was an over representation
of black services users among those at UHR compared with the back-
ground general population. However, there were fewer black service
users and more white service users in the UHR group compared to the
first episode sample.

In relation to the second hypothesis, while there was no strong
evidence of notable differences between the ethnic groups in terms of
the uptake of active treatment, we noted some trends in this direction.
Although the sample size (N = 15) was small, we observed a trend for
black services users to refuse active treatment more than white or other
service users. Although there was evidence of differences among the
different ethnic groups in terms of the number of CBT sessions attended,
with a trend for white British service users to attend a greater number
of sessions. There was also a trend for antipsychotic and antidepressant
medication to be prescribed to more white than black service users.

Concerning the third hypothesis, there were no significant differ-
ences in rates of transition to psychosis among the ethnic groups al-
though there was a trend to suggest an increased rate of transition
among black Africans.

4.3. Findings in relation to previous studies

The finding of an excess of people from black minority ethnic groups
in the UHR sample compared with the background population is con-
sistent with previous findings of increased incidence of psychosis
among people from black ethnic minorities (Fearon et al., 2006;
Kirkbride et al., 2012), and an increased rate of psychotic phenomena
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Fig. 1. Survival function at two years for the different ethnic groups (narrowly categorised).
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Survival Functions
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Fig. 2. Survival function at two years for the different ethnic group (broadly categorised).

in black minority groups in general population studies (Johns et al.,
2002). However, the finding is in contrast to the findings of
Kirkbride et al. (2015), who did not find the over representation of BME
status in those at UHR for psychosis. However, their sample was small
(n = 49), based in a rural and less culturally diverse region, and service
users at UHR for psychosis were identified through referrals to at first
episode team. Our findings suggest that factors related to minority
ethnic status increase the risk of psychosis and psychotic phenomena in
the absence of a formal psychotic disorder. Many studies from around
the world have shown that processes associated with migration and
immigration appear to increase the risk of psychosis in a diversity of
ethnic groups (Cantor-Graae and Selten, 2005b). It has been suggested
that this may be related to effects of stress and social defeat (Selten and
Cantor-Graae, 2005), perceived discrimination (Janssen et al., 2003),
childhood social deprivation (Hjern et al., 2004b; Wicks et al., 2005),
childhood separation from parents (Morgan et al., 2007), and neigh-
bourhood characteristics such as ethnic density (Boydell et al., 2001). It
has also been suggested that environmental risks for psychosis act ad-
ditively, and that “the level of environmental risk combines synergis-
tically with non-clinical developmental expression of psychosis to cause
abnormal persistence and, eventually, need for care” (Cougnard et al.,
2007). High level of area crime and low level of education were iden-
tified as predictors of incidence of first episode of psychosis in Lambeth,
an ethnically diverse urban area in South London where this study was
based, after controlling for the effects of age, gender, ethnicity, and
population density (Bhavsar et al., 2014). In addition, single-parent
households, ethnic diversity, and multiple deprivation at neighbour-
hood level were associated with both risk for developing at risk mental
states and FEP (Kirkbride et al., 2015).

The finding that a mental health service for people at UHR was
successful at engaging people from ethnic minorities suggests that early
detection services can reach and be acceptable to this population.
Nevertheless, the even higher proportion of black people among the
first episode sample than the UHR group suggests some individuals
from minority groups who are at UHR for psychosis may not present to
services until after the onset of frank psychosis. This may reflect a
difficulty in help-seeking at an early stage that could reflect negative
beliefs about mental health services (Sainsbury Centre for Mental
Health, 2002) or alternative personal explanations for prodromal
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psychotic experiences among minority groups. Generally, there is some
evidence that there is relatively equitable utilization of care across
ethnic groups at GP level (Dixon et al., 2007; Morris et al., 2005) while
those from ethnic minorities are less likely to utilise secondary care and
specialist services (Morris et al., 2005). However, it has been shown
that those from black Caribbean and black Other groups are less likely
to be referred by a GP and are more likely to enter the mental health
system through the police or criminal justice system (Commission for
Healthcare Audit and Inspection, 2007). These findings suggest that
there may be different pathways to care across the stages of illness.
Interestingly, in a local Increased Access to Psychological Therapies
(IAPT) for common mental illnesses (anxiety and depression) team, it
was noted that having a self- referral pathway increased access to
psychological therapy for people of black and minority ethnic groups in
the London Borough of Southwark (Brown et al., 2014), an area from
which 32% of the OASIS referrals came. Our findings may also in part
reflect the fact that the majority of the young people from ethnic
minorities who seek help from OASIS were born in the UK.

We found remarkably few differences in the uptake of treatment
between ethnic groups. This is in contrast to findings that among people
with established psychosis, African-Caribbean's were less likely to re-
ceive psychotherapy compared to white British people (Das-Munshi
et al., 2018; McKenzie et al., 2001), were less likely to be prescribed
second generation antipsychotic drugs (Kuno and Rothbard, 2002;
Mallinger et al., 2006) and higher drop-out rates from CBTp have been
identified for African Caribbean and black African people
(Rathod et al., 2005). However, within the package of treatment of-
fered, those with White British ethnicity engaged in significantly more
sessions of CBT than did people with other ethnicity. Additionally, there
was a trend for increased rates of prescription of antidepressant and
antipsychotic medication in the White British group. There was also a
suggestion that black service users were more likely than other service
users to refuse active treatment, although this must be interpreted with
caution because of the small sample size involved in this calculation.
However, these findings suggest differences in service provision and
raise a number of issues. Given that there is evidence that CBT might
prevent or delay transition to psychosis (Morrison et al., 2007), it would
seem important to optimally engage people with an at risk mental state
in CBT. We are unsure why white service users engaged in more
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sessions of CBT than the other groups. The factors influencing en-
gagement include factors related to the person, their beliefs about their
symptoms (Codjoe et al., 2013), their views about involvement with
mental health teams, and their experience of the service. It is likely that
people have different models of understanding, coping with, and re-
covering from mental health problems, and some might prefer a briefer
period of talking therapy than others. In terms of service factors, it is
important to ensure that the service is delivered in a culturally sensitive
way and is matched to individual needs and expectations. We cannot
rule out that factors operating at a service level have influenced the
differences in service provision and engagement suggested in our
findings. In the future, it would be helpful to focus on service users
experience of the service and treatments offered in order to ensure
maximum acceptability of treatments to all service users. However, the
average number of sessions attended by each of the ethnicity categories
was close to the number of sessions (n = 16) of CBT recommended by
the National Institute for Health and Care Excellence for young people
with  psychosis (National Institute for Health and Care
Excellence, 2013).

In this sample, and previously reported (Valmaggia et al., 2015),
black service users at UHR were no more likely to make a transition to
psychosis than those with white British ethnicity. Given the greater
than 6-fold higher incidence of psychosis among black people from the
same geographical area who have not received mental health care prior
to the onset of illness (Fearon et al., 2006), this raises the possibility
that providing mental health care to people when they are in a high risk
phase may help to reduce the risk of subsequent psychosis in these
vulnerable groups. While the mechanisms underlying the association
between ethnicity and the incidence of psychosis are unclear, a re-
duction of this effect in the high risk phase would implicate risk factors
that are operational in early adulthood, such as social discrimination
(Veling et al., 2007). While there is some evidence to suggest that in-
tervention in the UHR phase can reduce the risk of psychosis
(Morrison et al., 2007), whether intervention can reduce the influence
of particular factors, or its effectiveness is related to ethnicity has yet to
be investigated. Moreover, because the number of people in our sample
who made a transition was relatively small, we cannot exclude the
possibility that we were unable to detect a true difference in the rate of
transition in different ethnic groups because of limited statistical power.
This is supported by the exploratory finding that those with black
African ethnicity showed a trend towards increased risk for transition to
psychosis (OR 2.44; 95% CI 0.96-6.24) compared to the white British
group, although this must be interpreted with caution because of the
modest sample size. In addition, ethnicity was recently identified as a
robust predictor of pretest risk enrichment in a sample of 710 in-
dividuals referred to the OASIS service for assessment over a 13 year
period (Fusar-Poli et al., 2016b). It is also possible that people who
develop psychosis after contacting early detection services represent a
different subpopulation from those who develop a first episode psy-
chosis without having prior contact with mental health services. Either
way, engagement in mental health services at this early stage can have
a positive impact on the trajectories of those who go on to develop
psychosis, reducing duration of untreated psychosis and length of
hospital stay (Valmaggia et al., 2015). This highlights the importance of
early engagement in vulnerable groups. A recent study involving a large
sample from the same geographical area as the present study found that
people who had contacted OASIS before the first episode were more
likely to be young, male, and have a schizophreniform psychosis than
those who presented with psychosis without prior contact (Fusar-
Poli et al., 2016a).

5. Conclusions
Our findings are in line with studies of first episode psychosis in the

local area, and general population studies, which have shown an in-
crease in psychosis and psychotic symptoms among people from black
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ethnic minorities. Our data suggest that people from ethnic minority
groups can access UHR services and engage in treatment. They also
provide an indication that delivering treatment at this stage may pro-
vide a means of reducing the differences in the incidence of psychosis
between ethnic groups, although this would need to be replicated in a
larger sample.
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